Background: The purpose of the Community Alliance for Research Empowering Social change (CARES) training program was to (1) train community members on evidencebased public health, (2) increase their scientific literacy, and (3) develop the infrastructure for community-based participatory research (CBPR).
Within this paradigm, there is a co-learning process or reciprocal exchange of information and expertise among researchers and community members. 2 Training programs for lay health advisors or community health advocates are a promising health promotion strategy. [10] [11] [12] [13] [14] [15] Several CBPR projects have used community research training as a mechanism for increasing research capacity among vulnerable, minority and underserved communities. In the Alternatives for Community & Environment project, youth in Roxbury, Massachusetts, were trained to educate the community on the relationship between air pollution and health. 16 The Community Action Against Asthma program in Detroit, Michigan, trained outreach workers as "Community Environmental Specialists"
to conduct household assessments and personal monitoring of exposure. 17 In Brooklyn, New York, El Puente and The
Watchperson Project trained community health educators to conduct interviews and facilitate focus groups. 18 The West Side Community Asthma Project in the Lower East Side of Buffalo, New York, conducted a training to increase the community's ability to participate in asthma research. 19 
CARES
Minority communities in Long Island, a residentially segregated suburb of New York City, experience a disproportionate burden of poor health outcomes. These communities have increased morbidity and mortality from chronic illnesses, older housing stock, poorer school systems, and lower socioeconomic status. 20, 21 Through community forums called mini-summits on minority health, researchers, practitioners, community health workers, and faith-and community-based organizations worked collaboratively to develop region specific solutions for the public health problems facing minority communities in the region. 22 Based on the recommendations developed through this multifaceted, community-driven approach was CARES, an academic-community-based research partnership designed to (1) train community members on evidence-based public health, (2) 23 We assess participant knowledge and evaluate participant satisfaction of the CARES training program to identify learning needs, obtain valuable feedback about the training, and ensure learning objectives were met through mutually beneficial CBPR approaches.
MEthodS

Assessment of Participant Knowledge
Of the 19 fellows enrolled in the CARES training program, 
Evaluation of Participant Satisfaction
After each session, participants were asked to complete a session evaluation form. Three quantitative questions were included on the session 1 evaluation: (1) Exercise learning objectives were met, (2) the group exercises were well facilitated, and (3) overall, how would you rate this session. For all other sessions (2-5, 7-11), 7 quantitative questions were asked on the evaluation: (1) Exercise learning objectives were met, (2) information learned in this session was useful, (3) group activities in this session were useful, (4) understood the concepts presented in this session, (5) facilitator(s) were well organized, (6) facilitator(s) seemed knowledgeable about the subject, and (7) overall, how would you rate this session.
Participants were asked to respond to each question using a On the mid-training evaluation, seven quantitative evaluation questions were asked: (1) The facilitator(s) have been prepared and well organized, (2) the facilitator(s) seemed knowledgeable about the subject, (3) the information learned so far in this training was helpful, (4) the CARES project staff is knowledgeable and helpful, (5) I would recommend this training to others, (6) none of the information presented is new to me, and (7) Comparisons for the mean percent of correct scores on pre-and post-tests at each session showed that in 9 out of 11 sessions, post-test scores were higher than pre-test scores;
two sessions had average post-test scores that were lower than pre-test scores. Based on the Wilcoxon signed-rank tests, sessions 1, 7, 9, and 11, post-test scores were significantly higher than pre-test scores (p = .01, .02, .03, and .03, respectively); post-test scores for sessions 5 (p = .02) and 8 (p = .05) were significantly lower than pre-test scores (Table 3) . ). We believe the major contributing factor for fellows being in this group was due to missed sessions.
Although CARES was a pilot project and the size of the cohort was selected to ensure a manageable first time implementation, we believe a cohort of approximately 20 fellows is ideal; this size allows the cohort to break into a few small groups of two to five for group activities and CBPR pilot projects. The CARES training cohort became a cohesive unit as fellows' own experiences brought a great deal to the training; many fellows shared similar interest about change for their communities.
We believe the size of the cohort greatly contributed to the cohesiveness of the cohort and that this was a major factor for commitment by fellows to completion of the program.
The structure of the CARES training program (weekly in-person sessions) was a major reason for attrition of participants. Although the training was scheduled based on fellows'
responses to an availability survey, we could not find a time that worked for everyone and thus some fellows missed sessions owing to a conflict with the timing of the training sessions.
Most of the attrition took place in the first 4 weeks of training.
Fellows signed a participant agreement at the orientation session that stated they would not miss more than two training sessions; by week 4 we lost four (21%) participants because of the attendance policy. We lost a another three fellows between weeks five and six of the program, and we believe this is because the course started over the summer months but transitioned into the fall months; a few participants had schedule changes and could no longer attend the training as scheduled.
CARES produced a paradigm shift, emphasizing a community-driven research agenda, enhancing community knowledge of research, and uniting key stakeholders into a comprehensive academic-community based research network. In this setting, community members are fully engaged and instrumental to the development of research conducted in their communities. The CARES training program was instrumental in developing an infrastructure for true CBPR where the projects developed are initiated by the community and lend themselves to community action.
